Aim: To describe communication and access barriers encountered by allophone women of different migration backgrounds in the Swiss maternity care services, from the perspective of users, healthcare professionals and intercultural interpreters.
| INTRODUCTION
Pregnant migrant women and their families are under stress from multiple sources. They must cope with unfamiliar living conditions in their host country, make an effort to integrate and meet the physical, psychological and social demands of pregnancy and motherhood (David & Borde, 2011) . This stress can be exacerbated by maternal health problems more common in migrant women than native-born women in Switzerland. Immigrant women have higher maternal and child morbidity and mortality, including higher rates of depression and mental disorders during pregnancy and after birth, higher rates of caesarean sections, much higher maternal death rates and their infants more often need neonatal intensive care (Merten & Gari, 2013) . Comparisons between migrant and resident women in Germany have produced similar results, reporting that refugees and first-generation migrants face more health problems than native-born women (Gissler et al. 2009 , David et al. 2015 .
The poorer perinatal outcome seems to be correlated with a limited access to obstetric and maternity care services for migrants (Merten & Gari, 2013) . In Switzerland, health insurance is mandatory and covers all costs for maternal-child health care. But even when health care is affordable, women still need to seek and understand appropriate information, engage in and adhere to caregiver support (Levesque, Harris, & Russell, 2013) . Patterns of use of healthcare services are very complex and as many different factors, such as nationality or residence status, interact (Moreau-Gruet, 2013) . However, access barriers might not only exist on the part of the women but also the healthcare system might not sufficiently meet the needs of this vulnerable patient population either.
In migrant women, lack of local language skills, high unemployment and little social support is associated with poorer health (Bundesamt f€ ur Gesundheit & Bundesamt f€ ur Migration, 2011) . Insecurity about residence status increases their vulnerability and hinders their ability to integrate in the host country (Achermann, Chimienti, & Stants, 2006) . Adverse birth outcomes are linked to language proficiency; for example, rates of high-risk deliveries doubled for migrant groups that lacked official language skills (Sentell et al. 2016) . Language barriers can prevent migrant women from accessing the healthcare system and result in poorer outcomes for migrant women and their infants.
| Background
Documented foreigners make up 24.6% of Switzerland's population.
Almost half of them are women (Bundesamt f€ ur Statistik, 2016) .
These women are very heterogeneous, ranging from professionally qualified women with high incomes to destitute refugees. We will include two groups of migrant women in this study: those who were asylum seekers when they arrived in Switzerland and those who immigrated directly as permanent residents (e.g. for family reunions).
We seek to capture their different experiences with the Swiss healthcare system.
| Migrant women with permanent resident status
Those with legal foreigner status (resident and settled foreign nationals) must usually navigate the Swiss health system on their own, as no systems exist to orient them. This is especially difficult for migrant women who cannot speak the local language (allophone migrant women). Of those with a migration background who have lived in Switzerland for more than a year, 9.8% do not speak German, French, or Italian. Men are less likely to not speak any of the official languages (8.4%) than women (11.1%). First-generation non-EU27 and non-EFTA nationals are the largest group of people (23%) who do not use an official language . In 2014, Tigrinya was the first and Albanian the second most frequently translated languages (not counting Swiss national languages and English) (Interpret, 2016) .
We thus chose these two language groups for this study.
Albanians are a representative group of the permanent resident foreign population with a potential language barrier. By 2015, between 200,000-250,000 Albanians lived in Switzerland. Herein, we define Albanians as an ethnic group, rather than a nationality.
Albanians mainly come from Kosovo (about 70%) and from Macedonia, South Serbia and Albania itself (Burri Sharani et al., 2010) . There is a higher ratio of young people in the Kosovar-Albanian population in Switzerland is characterized by a high ratio of young people and by higher birth rates and bigger households than other population groups. It can be characterized as a relatively healthy population, although the immigrants of the 1990s were burdened by their war experience. Hard work and poor living conditions in the host country caused some immigrants health problems and mental disorders. As well, Kosovar-Albanians more frequently engage in some risky health behaviours; for example, Albanian women tend more towards obesity of women and Albanian men are more likely to smoke than the Swiss general population (Burri Sharani et al., 2010) .
The perinatal outcome of Kosovar-Albanians migrants was shown not to differ considerably from native to born women in some European countries (Bakken, Skjeldal, & Stray-Pedersen, 2015; Yoong, Why is this research or review needed?
• Despite improvements in the last few years, there still remain communication barriers between allophone migrant women and maternity care health service providers in Switzerland.
• Communication barriers prevent women accessing and absorbing accurate information about perinatal and maternal health, and hinder their access to women-centered health care.
• To meet the needs of migrant women and improve their experience in the Swiss healthcare system, assessments from all involved perspectives and changes on the professional institutional and systemic level are needed.
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Wagley, Fong, Chukwuma, & Nauta, 2004) . The few studies that investigated this, however, had rather small sample sizes, such that potential differences might not have been manifested (Origlia Ikhilor, Hasenberg, & M€ uhlheim, 2016) . Another study on healthcare experience of Kosovar-Albanian patients in Switzerland revealed some of the needs and values they had. The participants very much estimated the Swiss health system. To them, medical authority and expertise was important. In fact, they even placed more value on being treated and given drugs than on conversations (Karrer, 2006) . Similarly, pregnant women and young mothers were more responsive for obstetric medical care than antenatal classes, maternity counselling or midwifery-led care (K€ unzler, 2003) . Cultural and also language barriers might have hindered the persons to demand for services characterized by counselling, and also by preventative approaches and health education. For the last few years Switzerland, the highest number of asylum seekers have come from Eritrea. In 2015, 9,966 requests (25% of all asylum seekers) were made by Eritrean nationals. A year later, the number had dropped to 5,178 (19%) . Because the situation for deserters was critical in Eritrea, many refugees received asylum or a provisional admission (protection rate was 70.3% in 2015) (Staatssekretariat f€ ur Migration, 2016 , 2017a , 2017b ).
Eritrea does not provide sufficient basic health care. It has much higher mother and child mortality rates than other countries in Africa for these immigrants when they try to seek care in Switzerland.
| Gaps in maternity care
Though the standard of maternity care in Switzerland can be considered as high, it is characterized by a high fragmentation which might affect allophone women when using it. There is a large range of professionals in outpatient and stationary services that cover the whole spectrum, from pregnancy, to birth, to the postpartum and breastfeeding period. K€ onig and Pehlke-Milde (2010) (Hermann, 2013; Merten & Gari, 2013) . We do not know conclusively how healthcare professionals implement their acquired transcultural competences in practice and how they use the available resources.
| Intercultural interpreters in maternity care
In addition to interpreting, intercultural interpreters are responsible for transcultural mediation, which is crucial to mutual comprehension (Bischoff, Kurth, & Henley, 2012) . Gehrig, Cald eron, Guggisberg, and Gardiol (2012) evaluated use and impact of intercultural translation in hospitals and found that assigning intercultural interpreters had positive effects on patients' health. About one-fifth of the work intercultural interpreters do in Swiss hospitals is in the gynaecology and obstetrics. Interpreters were consulted more often if patients were in poor health or seemed to have less health competence. Even though the number of assignments for interpreters almost doubled between 2006 and 2010, family members or nonmedical hospital staff often must serve as translators (Gehrig et al., 2012) . A patient's relatives are unsuited to be translators and may lower the quality of consultation (Bischoff & Steinauer, 2007) . In 2011, Swiss authorities have implemented a national telephone interpreting service. By 2015, telephone interpreting accounted for almost 2% of all intercultural interpreting and mediation in Switzerland (Interpret, 2016) , but the usefulness of this service still needs to be evaluated.
In 2014, midwives cared for approximately 70% of postpartum women at home (Bundesamt f€ ur Statistik, 2017 , Erdin, Iljuschin, van Gogh, Schmid, & Pehlke-Milde, 2015 . There is no money assigned to cover professional intercultural interpreters during midwife outpatient activities. Where language barriers persisted during visits, the midwife was assisted by ad hoc translators (usually spouses). But intimate topics like breastfeeding, involution, sexuality and contraception have to be translated in gender-and culture-specifically terms by a trusted trained professional to avoid misunderstandings (Flores, 2005; Flores, Abreu, Barone, Bachur, & Lin, 2012) . Midwives point out that communication barrier can sometimes cause women to skip appointments, missing out on postpartum visits and services.
Healthcare professionals are faced with increased numbers of migrant clients. The numbers of women asylum seekers who need care from a midwife have increased significantly (Bennett & Scammell, 2014) and will probably grow. In maternity care, effective communication is needed to address complex and pathological situations and to explain physiological processes, health counselling and education. A multi-perspective approach is needed to overcome the barriers faced by allophone migrant women in accessing maternal health care.
| THE STUDY

| Aims
This study aims to describe the communication and access barriers faced by permanent resident or asylum seekers allophone women when they need access to maternity care services. We explore the perspectives of maternity service users, healthcare professionals and intercultural interpreters. Our findings will serve as a basis for recommendations to improve quality and access to maternity care services, transcultural understanding between professionals and users and coordination and inter-professional cooperation between the maternity care services in Switzerland.
We ask these specific questions of the three study groups: 
| Intercultural interpreters
What experiences have intercultural interpreters in maternity care?
What are the advantages and disadvantages of on-site and telephone interpreting? Where do see opportunities for improving communication?
| Design/methodology
This exploratory study is mainly qualitative, but includes a quantitative descriptive element (Figure 1) . Data for the study will be gathered with a qualitative approach, based on focus group discussions (FGD) and individual interviews so we can analyse three perspectives on provision of maternity care. We will complement the healthcare providers' perspective with quantitative analysis of questionnaires filled in by midwives in the home care setting after they have used a telephone interpreting service.
We chose this qualitative approach to identify and better understand the experiences of all actors up and down the maternity care communication chain. By analysing these different perspectives, we can see how the views of participants both differ and align. Examining communication barriers from multiple perspectives will reveal processes, interpretive frames and patterns (Flick, von Kardorff, & Steinke, 2010) .
Focus group discussions are often used in transcultural research, especially among minorities. It might be easier for a participant to speak out or talk about sensitive topics in a group of one's peers (Thierfelder, Tanner, & Bodiang, 2005) . Spontaneous comments from participants introduce new ideas and group interactions lead to new discussions about the subject. The goal is not to reach consensus, but to hear different opinions. Possible socially desirable opinions will easily be questioned by other participants. Focus group discussions allow individuals to express themselves and also reveal collective knowledge (Krueger & Casey, 2009; Schulz, 2012) . 
No, or very little knowledge of German.
3. Mother of a healthy infant up to a year old.
We will exclude mothers if they or their children had a serious disease during their last pregnancy, childbirth or postpartum.
Sample 2: Healthcare professionals
This sample will be drawn heterogeneously to assess the different aspects of maternity care, and inter-professional collaboration in health care for allophone women. We will seek healthcare professionals with various roles and expertise in pregnancy, birth, postpartum or neonatology/paediatrics. We will also look for professionals who have operated in different settings, including outpatient, hospital or home environments and rural or urban areas. We will solicit the participation of healthcare professionals experienced in using telephone interpreting services.
The convenience sample will consist of 16-20 midwives, obstetricians, neonatologists, paediatricians, nurses and maternity counsellors. Participation criteria will be:
1. At least a year of working experience.
2.
Treating women during pregnancy, birth, postpartum, or mothers and/or children in their first year of life.
Experienced in caring for allophone women.
Sample 3: Intercultural interpreters
We will choose a convenience sample of four Trigrinya or Albanianspeaking interpreters, with experience translating on site or on phone and specific expertise in the maternity setting. Participation criteria will be:
2. At least a year of working experience as an intercultural interpreter in Albanian or Tigrinya.
3. Experience interpreting on site or over the phone. Intercultural interpreters will contribute to this study by describing own views and experiences on obstacles and resources from the mother's and the health professional's side.
| Recruitment
Participants will be recruited in public hospitals and outpatient maternity care services, e.g. by midwives, maternity counsellors and professional associations. The language barrier may be an obstacle to user recruitment. We will involve key stakeholders to help us understand how best to reach participants (Krueger & Casey, 2009) . A short flyer, translated in to the mother tongue of participants, will serve as the basis for an explanation of the study. The flyer will be presented to potential participants during a maternity consultation, either by a healthcare professional, or an intercultural interpreter who speaks their language. If a woman wants to know more about the study, the contact person will ask her permission to transmit her contact details of the research team. Then, an
interpreter from the research team will make contact, determine if she meets the participation criteria and inform in detail about the study and her rights. Women will get written information in her mother tongue.
Eligible healthcare professionals and intercultural interpreters will be identified by contact persons at the study hospitals, national and regional central offices. They will receive written information about the study and a notice that they will be approached by researchers. If, after the researchers provide oral information, the candidates are interested and qualified to participate, they will receive a written declaration of consent together with a detailed study description.
Before they collect data, the research team will ensure again that all participants know their rights that they have answered all open questions and that participants have all signed consent forms.
Sociodemographic data will be collected via brief, anonymized questionnaire.
| Setting
Focus group discussions with user groups will be held in rented rooms outside the hospital. Focus groups with healthcare professionals will be held in recruiting hospitals. Individual interviews with interpreters will be held at a place of their choosing. Participants will be reimbursed for their travel expenses and receive a small gift in recognition of their participation. Mothers will be allowed to bring their child along. Qualified child care will be available but participants may also come with a companion of their choice.
| Data collection
Data of users and healthcare professionals will be collected in the FGD and data of the sample of intercultural interpreters will be collected in individual interviews (March-June 2016). As participating women do not speak German, discussions will be held in Albanian or Tigrinya and will be facilitated by interpreters from the research team (thus other interpreters than those interviewed as participants in this study). A researcher will join the discussion with a second interpreter who will translate simultaneously. This oral translation will ensure that communication flows in both directions. The researcher can ask questions, join the discussion and support the facilitator if necessary.
Some of the information shared between the facilitator and participants will not be immediately and fully accessible to the research team. However, experts agree that despite the content losses caused by translation a relevant knowledge gain about the study object is possible (Kruse, 2012; Lauterbach, 2014) . The researchers therefore will instruct the Albanian and Eritrean facilitators in depth to get them a comprehensive understanding about the study subject and the FGD method.
A semi-structured interview guide provides the framework for the FGD and single interviews. It suggests topics for the different groups:
2.2.5 | Users 1. Experiences with maternity and the health system in their country of origin.
2. Experiences with the maternity care system in Switzerland.
3. Communication with healthcare professionals and intercultural interpreters.
Evaluation of different information and communication paths.
5.
Care provision by different healthcare professionals.
6. Role of family and compatriots.
2.2.6 | Healthcare professionals 1. Communication across language barriers.
Assignment of professional interpreters.
3. Experiences with allophone women's families.
4.
Using specific information materials and tools.
5. Interdisciplinary care and cooperation.
6. Own transcultural competence.
| Intercultural interpreters
1. Interpreting services in maternity care.
2. On site and telephone interpreting.
Language barriers in communication.
4. Perceived role of allophone women's families.
5. Perceived importance of residence status of women.
Immediately after the FGD, the researcher will conclude the discussion with a first Member Check. She will ask if all points that were made are accurately summed up and reproduced. The participants will have the opportunity to amend and confirm contents.
This procedure is thought as a content validation with the aim to ORIGLIA IKHILOR ET AL.
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| Qualitative data analysis
The qualitative analysis follows procedures described by Braun and Clarke (2006) . These are particularly useful for identifying patterns and topics in transcribed data texts. The method is not bound to a particular philosophical approach, but is pragmatic and suited to gaining a comprehensive understanding of human experiences, including individual and social realities.
Two researchers, supported by a peer group of about five researchers will conduct most of the analysis. The reflections and discussions in the peer group allow us to scrutinize additionally the analysis. In the case of deviant interpretations, the researchers must find conclusive explanations and a consensus. We plan to meet five times during the analysis. Transcripts will be analysed in four full-day meetings; two transcripts will be analysed in each meeting. All data will be synthesized during the last meeting. We will implement these six steps for data analysis (Braun & Clarke, 2006 ):
Familiarize ourselves with the data
Researchers individually familiarize themselves with the material, repeatedly reading the data. They note first ideas about the content.
Generate initial codes
In ongoing individual work, researchers systematically search all data for answers to the study questions. They generate initial codes and assign them to relevant data, documenting their work in ATLAS.TI â Software 7.0.
Search for themes
Together, researchers group similar codes to create possible themes and merge associated data. The collaborate create a code list.
Review themes
During the final analysis meeting, researcher review topics related to the study question from all three perspectives (users, healthcare professionals and intercultural interpreters). They will determine how much these themes match the coded data entries and data in general. Relations between themes and patterns will become apparent and be visualized in a thematic map.
Define and name topics
Themes from the analysis will be continuously refined until a rich and differentiated overview is created. Every topic will be named and clearly defined.
Report
Finally, we will compile all results. Themes will be highlighted with a selection of meaningful extracts and concluded with an interpretation. When we write the scientific report, we will relate the analysis to initial research questions and existing literature.
| Quantitative data analysis
We will analyse approximately 50 questionnaires about using telephone interpreting. 
| Ethical considerations
Recruiting migrant women is a challenge because they are hard to reach. Social status, uncertainty about residence status and linguistic barriers make migrant women particularly vulnerable. Pregnancy and other maternal adjustment processes make them more vulnerable.
Vulnerability may degrade health, but we will include only healthy women in this study. Key persons (midwives, maternity counsellors, interpreters) will contact migrant women. This may lead to loyalty and role conflicts, if the key person was trusted before. Even if it is challenging to include migrant women, it would be unethical not to do so (Merry, Low, Carnevale, & Gagnon, 2016) .
In addition to providing the first details on the study in the mother tongues of allophone women, potential participants will receive information letters and written declarations of consent. Participation in this study is voluntary: participants have the right to withdraw at any time.
All data collected will be anonymized and secured. Individuals will not be identifiable and we will draw no conclusions about them.
The complete data sets will be stored at a secure facility for 10 years, in accordance with the international and ethical guidelines known as Good Clinical Practice and the national legal provisions.
Pursuant to a memorandum from the competent ethics committee, 
| Validity and reliability/rigour
By investigating this topic from three different perspectives, we can reveal, confirm or relativize differences in the perception of the parties. This method is more likely to reveal relevant aspects than if we collected only a single perspective.
We do not underestimate the risk of a cultural bias in this study.
The researchers may interpret and judge the statements of the user group by standards inherent to their own culture. People born into a particular culture that grow up absorbing the values and behaviours of the culture will develop a worldview that considers their culture to be the norm. This phenomenon can only be can only be antagonized by an extended self-reflectivity (Dornheim, 2007) . Therefore, we foresee the Albanian and Eritrean interpreters of the research team or a social anthropologist to attend the analysis meeting. Thigh shall help the research group to better understand cultural interpretative patterns and to avoid an ethnizing attitude. A research team member is also qualified in transcultural competence. External experts with the same migration backgrounds as the users will review our results in an additional Member Check. This independent examination will assess and confirm the plausibility of our results (Goldblatt et al., 2011) .
The quantitative analysis of the use of telephone interpreting services is a census and therefore has no sampling bias. Yet, the result may be limited because of the nature of closed questions used in the questionnaire. Only a small open field for general comments allows the respondents to add relevant information on the perceived difficulties and benefits of using the service. A more differentiated insight might be gained in the FGD of healthcare professionals.
| DISCUSSION
This study will provide comprehensive basic information about communication patterns and barriers between allophone migrant women and healthcare professionals in the German-speaking part of Switzerland, with special focus on maternity care, birth and postpartum. It will reveal communication challenges, expectations and needs from different perspectives. We need to fully understand these challenges to develop recommendations to improve quality. On one side, service provisions should be helpful and comprehensible for the users;
on the other side, we will detect gaps in maternity care and collect suggestions for improving collaboration and coordination between different healthcare providers.
| Limitations
The convenience samples for all of the three study groups are small.
The multi-perspective design of the study and the addition of telephone interpreting service questionnaires should still provide broad insights and a path for improving the maternity care system for allophone women.
| CONCLUSION
This study investigates the views of users, healthcare professionals and intercultural interpreters and should help in developing strategies to lower barriers to communication and improve health care for allophone women on a personal, institutional and systemic level.
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